Background: Hepatic resection has the highest local controllability that results in long-term survival for hepatocellular carcinoma (HCC). This study aimed to investigate the role of hepatic resection in selected patients of intermediate and advanced stage.
Background
Worldwide, hepatocellular carcinoma, the most common primary cancer of the liver, ranks sixth among malignant tumors in incidence and is the third leading cause of cancer-related death [1] . In China, owing to the high prevalence of hepatitis B viral infection and associated liver cirrhosis, hepatocellular carcinoma (HCC) accounts for more than 54 % of the world annual incidence, with an estimated 372,079 mortalities [2, 3] .
Hepatic resection is considered as the first-line therapeutic option for HCC among all treatments [4] . Liver transplantation has the highest potential to cure because of its ability to remove at once both the seeded HCC and the damaged hepatic tissue [5, 6] . Milan criteria (single HCC ≤5 cm or three HCC ≤3 cm each) showed a 4-year survival of 75 % [7] . The prognosis for patients with HCC remains discouraging due to the recurrence of HCC which is the main problem postoperatively and the 5-year overall survival rate which is only 34 to 50 % [8] . Many risk factors are known to be closely associated with a poor long-term outcome of survival [9] . The Barcelona Clinic Liver Cancer (BCLC) staging classification is widely adopted because it is the only staging system that links prognostic classification to treatment indications [10] . However, tumor size larger than 5 cm and macroscopic vascular invasion were regarded as contraindications for hepatic resection.
This article aims to explore the factors that indicate prognosis of HCC patients included in selected intermediate and advanced stage. The effect of adjuvant TACE (transarterial chemoembolization) in patients with poor risk factors was also investigated. The present study was based on a prospective database and retrospective analysis on the common parameters of 542 patients from a single center.
Methods

Study population
Between January 2005 and December 2013, 549 consecutive HCC patients underwent radical hepatic resection at the Hepatopancreatobiliary Surgery Department I of Peking University Cancer Hospital. The diagnoses of HCC were all confirmed by histopathology. [PT] , activated partial thromboplastin time, and so forth), and alpha-fetoprotein (AFP) were required for each patient. The patients also were tested for hepatitis virus infection. Chest radiography was taken to exclude pulmonary metastasis. Abdominal ultrasonography, computed tomography, and/or magnetic resonance imaging were applied to assess tumor resectability.
Preoperative evaluation
Definition of BCLC stage and resectable HCC
The BCLC stage is described as follows. Stage 0 includes single tumors smaller than 2 cm in diameter. Stage A includes single tumors smaller than 5 cm in diameter or up to three tumors all smaller than 3 cm in diameter. Stage B includes up to three tumors (≥1 of which is >3 cm in diameter) or more than three tumors of any size. Single tumors exceeding 5 cm in diameter are included in this stage based on the article by Bruix and Llovet. Stage C includes macrovascular invasion (major portal or hepatic veins). Alternatively, stage C involves lymph node metastases or distant metastases. Resectable HCC consists of Child-Pugh stages A and B patients with any size single resectable tumor or multifocal tumor which was defined as two to three tumors exceeding 3 cm in maximal diameter, in the absence of cancer-related symptoms, main trunk of portal vein invasion, and/or extra-hepatic spread [11] .
Hepatic resection and adjuvant TACE
All patients underwent hepatic resection with curative intent, as well as achieve R0, preserving as much normal functional liver parenchyma (with adequate vascular inflow, outflow, and biliary drainage) as possible. Resection of three or more segments was considered a major hepatic resection. The normal liver parenchyma remnant volume was more than 30 %. For the liver cirrhosis patients, the remnant volume should be preserved more than 40 % [12] . There was no patient who underwent liver transplantation. Four to six weeks after hepatic resection, the patient with good general condition and normal liver function received the first course of interventional therapy. Adjuvant TACE was defined as patients who chose TACE as adjuvant treatment after hepatic resection 1 month and repeated every 4 weeks for more than two consecutive courses. A combination regimen of epirubicin, calcium folinate, oxaliplatin, and fluorouracil would be administered. Informed consent signed by every patient before treatment and approval of the Institutional Ethics Committee were obtained.
Follow-up evaluation
All patients were followed up every 3 months for the first 2 years, with a physical examination, liver function tests, levels of AFP, chest radiography, and abdominal ultrasonography. Every 6 months, the patients would undergo computed tomography (CT) scan and/or MRI. The last follow-up evaluation was censored on February 1, 2015, or up to the time of death.
Statistics
Continuous variables were summarized as a mean, and categorical variables were summarized as frequency and percentage. Statistical comparison between qualitative variables was performed with the Pearson chi-square test. Kaplan-Meier survival was calculated from the date of hepatic resection, and significant differences were determined with a log-rank test. Univariate and multivariate analyses of various clinicopathological factors by Cox's proportional hazard model were used to identify independent risk factors for overall survival. The linear regression was performed to describe the predictors of long-term survival. All p values were based on a twosided test of statistical significance. Significance was accepted at p < 0.05. Statistical analysis was performed using SPSS 19.0 (SPSS, Inc., Chicago, IL, USA).
Results
Patients characteristic
Between January 2005 and December 2013, 549 patients who underwent surgical resection were investigated. Seven (1.3 %) patients were lost in the follow-up. Therefore, 542 patients were enrolled. It included 458 male and 84 female patients, with a median age of 56 years (range 27-88). The mean TBIL was 15.7 ± 6.9 μmol/L (range 2-48, median 14.7 μmol/L). The mean ALB was 43.55 ± 4.7 g/L (range 31-56, median 43.75 g/L). The mean PT was 12.5 ± 1.46 s (range 9-17, median 12 s). The mean preoperative AFP level was 227.12 ± 118.21 ng/mL (range 1-1018, median 118 ng/mL) ( Table 1) .
Surgery details and early postoperative outcome
A major hepatic resection was performed in 144 (26.57 %) patients. According to the Clavien-Dino classification system, 86 patients underwent minor complications (Clavien grade <3) ( Table 1 ). There were 17 patients with PT >14 s. No liver failure happened to them. Only one of them suffered from transient diarrhea after hepatic resection.
Pathological results and prognostic factors for overall survival
The mean tumor size was 5.27 ± 3.28 cm (range 0.5-19, median 4.5 cm). Multiple tumor nodules but ≤3 was detected in 66 (12.18 %) patients. Microscopic portal vein thrombosis was detected in 143 (26.38 %) patients. Macroscopic vascular invasion was detected in 54 (9.96 %) patients (Table 1) . Overall survival was influenced by preoperative AST level (p = 0.001), AFP level (p = 0.009), the largest tumor size (p < 0.001), multiple tumor nodules (p < 0.001), microscopic portal vein thrombosis (p < 0.001), macroscopic vascular invasion (p < 0.001), blood lose (p = 0.042), blood transfusion (p < 0.001), and type of hepatic resection (p < 0.001) in univariate analysis. Multivariate analysis showed that preoperative AFP (p = 0.010), the largest tumor size >5 cm (p < 0.001), multiple tumor nodules (≤3) (p < 0.001), microscopic portal vein thrombosis (p = 0.014), and macroscopic vascular invasion (p = 0.017) were the independent prognostic factors for poor OS (Table 2) .
Survival analysis
The median follow-up was 69 months (range 1-111 months (Fig. 1) . According to the BCLC staging system, the 5-year OS rate for BCLC stages 0, A, B, and C was 72.4, 66.3, 36.9, and 28.9 %, respectively (p < 0.001) (Fig. 2) . The five clinical risk factors that are preoperative AFP level >400 ng/mL, the largest tumor size > 5 cm, multiple tumor nodules, macroscopic vascular invasion, and microscopic portal vein thrombosis were chosen. The more risk factors Figure S1 ).
Adjuvant TACE for patients with risk factors
Among the patients with clinical risk factors that are independent prognostic factors for poor OS in multivariate analysis, 162 underwent adjuvant TACE. There was no significant difference in clinical characteristics of patients. Patients in adjuvant TACE group had smooth recovery after treatment. No serious complication or hospital death occurred (Additional file 2: Table S1 ). For patients with surgery plus adjuvant TACE, the median DFS was 23 months (range 1-110 months), and the 5-year DFS rate was 33.0 % (n = 162). It differs significantly from the patients with surgery alone (n = 205). The median DFS was 21 months (range 1-75 months), and the 5-year DFS rate was 21.6 % (p = 0.033) (Additional file 3: Figure S2A ). For patients with surgery plus adjuvant TACE, the median OS was 56 months (range 1-110 months) and the 5-year OS rate was 48.5 %. It differs significantly from the patients with surgery alone. The median OS was 35 months (range 1-88 months), and the 5-year OS rate was 38.7 %(p = 0.016) (Additional file 3: Figure S2B ).
Literature review
A total of 24 eligible studies were found to satisfy the inclusion criteria, and the key demographic and clinicopathological data were extracted (Table 3) . Studies were organized into subgroups depending on whether they involved large and/or multinodular HCC [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] (BCLC stage B) and HCC with macrovascular invasion [30] [31] [32] [33] [34] [35] [36] (BCLC stage C). The majority of the studies reported hospital mortality less than 11.1 %. The overall survival after hepatic resection were 45 to 99 % (1 year), 17 to 84.2 % (3 years), and 10 % to 65 % (5 years).
Discussion
The present study containing 542 consecutive patients represents an institutional review of surgical resection as the initial primary therapy for HCC from tertiary referral hospital. In the present study, factors that resulted in poor long-term outcomes after hepatic resection were identified, including preoperative AFP level, macroscopic vascular invasion, the largest tumor size >5 cm, multiple tumor nodules, and microscopic portal vein. These factors objectively predict the long-term outcome of the resectable HCC: the more risk factors accumulated, the poorer the prognosis is. More than 70 % of HCC patients have AFP secretion, and a high serum level of AFP (>400 ng/mL) may be an indirect measure of tumor burden [37] . The prognostic significance of AFP also has been testified in multiple studies [38] . Multiple tumor nodules were considered to be a poor factor of survival [39] . Multifocal hepatocellular carcinoma (HCC) may be multiple HCCs of multicentric origin (MO) or intrahepatic metastases (IM) arising from a primary HCC. Numerous attempts to differentiate the two types of multifocal HCC have been made due to the different prognosis of two types [40] . Tumor larger than 5 cm was an important indicator of a high risk of recurrence, a higher incidence of intrahepatic metastasis and portal venous invasion [41] . It was classified into BCLC B stage, which correlated with a high risk of intraoperative blood loss and postoperative liver failure, leading them to be against HR for HCC outside the Milan criteria [42] . Macroscopic vascular invasion was classified into stage C that sorafenib was recommended as treatment [42] . Therefore, hepatic resection is not recommended as the first-line treatment However, the BCLC staging classification was based on a 15-year-old study and drew its conclusion from the prognostic analysis of HCC patients who were predominantly HCV infected and received curative treatment. This staging may not reflect cancer progression or prognosis in HCC patients for whom HBV infection is the predominant etiological factor [42] . HBV-associated HCC generally exhibit a better preserved liver function than HCVassociated patients. As a result of recent advances in surgical techniques and preoperative management, the indications for hepatic resection have expanded, and hepatic resection has become a reasonably safe treatment option with an acceptable mortality rate [43] . Studies have testified that if patients had preserved liver function, hepatic resection still achieved better survival results than other treatments for BCLC B stage [15, 44] . Actually, the intermediate and advanced stage of HCC comprises a highly heterogeneous population, in that patients may differ according to tumor load, age, liver function, and possible comorbidities, which fall under BCLC stages B and C and can vary greatly. According to this study, the extension of hepatic resection was related to blood loss in operation and morbidity of biliary fistula, which increased the length of hospital stay but the complication was not independently correlated to the survival of HCC. Nevertheless, studies from both the West and the East clearly have shown that surgical resection could be performed safely and led to long-term survival in these subsets of HCC patients [32, 33] . In the present study, the 5-year OS rate for BCLC stages 0, A, B and C was 72.4, 66.3, 36.9, and 28.9 %, respectively (p < 0.001), which is in accordance with previous reports.
The main effects of postoperative TACE on HCC are the following: to inhibit remnant tumor growth, detect it early, and to treat tiny metastases [45] . The concentration of chemotherapeutics within tumor tissue can be achieved 10-100 times higher than systemic therapy [46] . It was usually believed that multi-intrahepatic tumor and portal vein tumor thrombosis could not be totally removed.
The patient with such risk factors is recommended to receive TACE 1-2 months after resection [47] . Treatment decision of HCC should be based on a multidisciplinary interaction between different specialists [6] . This approach necessitates the involvement of multiple specialists to provide individualized treatment strategies. Guidelines, although useful, must be adapted to the advances of HCC [48] . BCLC B and C HCC might benefit from perioperative treatment including the control of portal hypertension, reduction of tumor burden, and virosuppression of hepatitis [49] . Combined to these multiple individualized treatment strategies, in most Asian centers owing to higher case volume and expertise, it was well recognized that a more aggressive treatment approach has been adopted [50] .
Limitation
There were several limitations of this study. First, the present study was retrospective in nature and without control group. It thus was subject to potential bias that might prevent definite conclusions to be drawn. Second, it will be of interest to evaluate how our staging system compares with the BCLC staging in a Western HCC patient population because the more aggressive treatment guidelines may yield a better survival outcome in nonAsian HCC patients as well. Third, hepatic resection was performed only on patients with no more than three nodules. For four or more tumors, TACE or other palliative care was recommended [11] . Therefore, the patients enrolled in present study were limited to patients with no more than three nodules. Finally, there is no further validation which should be performed in the future.
